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* 60 year old female
R » CC: Progressive painless vision loss OU x 2 months
Eyecare Emergencies SRS

* Medical history:
* Resected meningioma x2
Alison Bozung OD FAAQ atiatfibglalicl
 Ovarian cancer s/p hysterectomy (age 36)

Bascom Palmer Eye Institute « Renal calculi

Miami FL

Financial Disclosures A little more detail...

. . * Hx meningioma s/p craniotomy and resection of tumors 2013 and 2023
* Educational symposium presenter

« Neurotrophic Keratopathy « Endorses:
+ Dompe, 2024 o Wief
* Geographic Atrophy Vision IDSS_
* Iveric Bio, 2023 « Photophobia
* Speaker * Headaches
* Alcon, 2025 + Can be very intense and now wake her from sleep
* Advisory board member « Has seen:
+ Dompe, 2025 q
. Alcor?, 2024 « An optometrist

* Bausch & Lomb, 2023 & 2024 A neurologist (r/o 1IH, thought could be due to flecainide, sent to cardiologist)
« Tarsus, 2022 : :
+ Oyster Point, 2022 :er CaIeEe
d - =« er neurosurgeon
 Allrelevant relationships have been mitigated
2 8 Referred to see a neuro-ophthalmologist, currently awaiting appointment in 2 months

* MRI head w/wo contrast

» CT head w/wo contrast
+ 1 month priof ost surgical changes

th s » Lumbar puncture w/OP + CSF analysis
A 5 Opl n |On + 2 weeks prior = normal CSF and opening pressure




Clinical Exam

*VAs 20/100 Ecc OD, 20/300 OS
*|OPs 16 /18mmHg

* Pupils 5mm = 4mm OU, no APD
*EOMs  full

* Color vision: 10/14 OD, 11/14 OS
* Missed the right number OD, missed left number OS

Ganglion Cell OU Analysis: Macular Cube 200x200 0D @ | @ OS ONH and RNFL OU

00x200_0D ® [@ 05

@ A k\@#

* Classic feature of chiasmal
compression by sellar / suprasellar
lesion

Temporal

" hemireting
* Most common causes:
* Pituitary adenoma g Optie nerve
* Meningioma
* Craniopharyngioma

MRI brain and orbits w/wo

. Post surgical changes from meningioma resections

Cystic mass in the suprasellar region possibly arising from the
pituitary stalk with a nodular enhancing component measuring up
to 1.4 cm (previously 1.2 cm) and appears new since 2024

. Associated mass effect on the optic chiasm resulting in superior
displacement. No abnormal signal or enhancement involving the
optic nerves
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Craniopharyngiomas

* Benign tumor
* Typically grows in close proximity to pituitary gland, optic chiasm
* Visual field deficits are very common!
» Treatment may include surgical resection +/- post-surgical
radiation

* Recurrence rates are high (20-60%)’
« Aggressive tumor growth and adjacent vital structure making total
resection difficult
* Require serial monitoring for recurrence
* Higher rates in children

Outcome

* Patient was transferred to hospital for neurosurgical consultation

* Underwent transsphenoidal resection of craniopharyngioma
* Noted improvement in vision, reduction in headaches

Case Closed

86 year old female loss of vision OD x 1 week
* Occurred after falling, hitting face/eye on the ground

* Med Hx

* Hypertension, hyperlipidemia, vertigo, peripheral vascular disease,
chronic kidney disease, deep vein thrombosis, pulmonary
embolism, and polymyalgia rheumatica

* Oph Hx
« Cataract surgery

Clinical Exam

*VAs
*|OPs
* Pupils

*EOMs

CF 1ft OD, 20/40 OS
23/21 mmHg
No APD (by reverse)

Full, no diplopia

Right eye

* 90% hyphema
« Iridodialysis visible superiorly
* Corneal edema

« Superior perilimbal full-thickness
conjunctival laceration
+ Seidel negative

* What now?
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Our case
* Ultrasonography

* No retinal detachment |
+ 360 degree shallow « Interesting features?
Zilitocr;]oroidtal « Normal IOP
etachmen .
« Self-sealing wound
+ Shelved, hemorrhage/clot formation, +/- uveal tissue plug
) ’ + “Seidel negative”
» Why does choroidal effusion ) & : .
occur? - Biggest clue was the choroidal effusion
* Reduction in IOP
« Glaucoma/drainage surgery
« Trauma
* Increased fluid/permeability in the
choroid
* Inflammation
« Drug reaction

Let’s circle back... So, how’d our patient do?

Underwent ruptured globe closure (same day)

* A careful re-examination of the eye(s)
3 clock-hour open scleral defect identified in the operating room

revealed:
* Fellow eye ) Y
* No corneal cataract incision / ‘ 4 X Post operative complications: elevated IOP, vitreous hemorrhage, eventual
* Butthere was a scleral tunnel wound at 12:00 L retinal detachment
« Eye of concern: .

* Also no corneal cataract incision... = L ) .
« Aslow trickle of aqueous fluid with wound g Comfort care was desired, so no further surgeries were pursued
manipulation

Diagnosis? What is considered an open globe?

Ruptured globe (dehisced scleral tunnel) Full thickness violation of the wall of the eye
* Cornea, sclera, limbus

* Suspicious for open globe
* Penetrating eyelid injury
* Extensive subconjunctival hemorrhage
« Shallow or flat anterior chamber
Peaked pupil
Hyphema
Hypotony
Choroidal effusion
Vitreous hemorrhage




Type of injury

Entrance visual
acuity

Pupillary
reaction

Site of injury

Rupture: Full-thickness wound
of the eye wall caused by a
blunt object/trauma

Grade 1: 20/40 or better

No APD

Zone |: cornea

Penetrating: Single laceration
of the eyewall, usually by
something sharp

Grade 2: 20/50 to 20/200

Zone 2: limbus to
5mm posteriorly

Perforating: Two full-thickness

lacerations (entrance + exit) of

the eyewall, usually caused by
sharp object

Grade 3: >20/200 to
Hand motion

Zone 3: >5mm
posterior to limbus

Intraocular foreign body:
Retained foreign object(s)
causing entrance laceration(s)

Grade 4: Hand
movement or light
perception

Grade 5: no light
perception

t should you do in office?

This is considered an emergency!

1. Examination to fully evaluate extent of ophthalmic trauma

2. Protect the globe and prepare
* Place a hard shield
* Instruct patient not to to
* Have patient stay upright
* No food or fluids
3. Refer to...
* Anterior segment surgeon
« Vitreoretinal surgeon
* Local ED with ophthalmology on call

What happens next?

* Possible imaging
« Especially if an IOFB is suspected or confirmed
* To rule in/out any orbital trauma
* Usually CT orbits with 1mm cuts is preferred

* Decrease risk of infection
* Assess tetanus status (metal/dirty injuries)
« Topical antibiotics (ie vancomycin or moxifloxacin)
* Possible systemic antibiotics (ie levofloxacin)

* Surgery
* Medical clearance for anesthesia, “nil por os”/ NPO (6+ hours)
* Goal: getin and get out!
* Remove any IOFB and close the globe
« Often, the best outcome ultimately requires multiple steps/surgeries
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No Pain, No Gain

« 80 year old man with blurred vision, redness, and discharge
x3 weeks OD

« Referred by local ophthalmology practice for corneal ulcer
evaluation with culture

* Medical history

« Squamous cell carcinoma right periocular/temporal area
* Biopsy positive 2 months prior
» S/p incomplete resection 1 month prior (positive margins)
» Postsurgical CN 7 paralysis
+ Plan for radiation in 1 month

« Diabetes, hypertension, hypercholesterolemia, prostate cancer s/p
radiation, heart disease, s/p pacemaker

Clinical Exam

*VAs 20/400 OD, 20/30 OS
*IOPs 6/9mmHg
*Pupils No APD

*EOMs Reports no diplopia



Back up... and take in the full picture

1/18/2026

What now?

* Proptosis
* Limited motilities (? CN6, CN3, CN4)
* Numbness (cornea and V2)

* Neuroimaging!
* MRl preferrable, but patient has pacemaker
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Enhancing soft tissue involving superior lateral extraconal fat of the right orbit
inseparable from the superior muscle complex and right lateral rectus muscle with
involvement of the right lacrimal gland extending posteriorly to the right orbital apex.
There is effacement of the fat planes in the right inferior orbital fissure, pterygopalatine
y fissure. There is effacement of the right

al fat planes. Findings are highly concerning for perineural tumor spread
in this patient with a history of incompletely resected squamous cell carcinoma of the
lateral canthus.

Right cavernous sinus suboptimally evaluated due to technique. There is suggestion of
widening the right foramen rotundum. For further evaluation of disease extent at the
skull bas uggest correlation with skull base MRI.

Additionally, there is asymmetric skin and subcutaneous soft tissue thickening of the
right f: and within the right parotid region with ill-defined enhancement involving
the right parotid gland and extendin ubcutaneous soft tissue of

the periauricular t perineural tumor spread or metastatic
di a focal soft tissue in the preauricular r as described above which
could represent a preauricular lymph node. Follow-up neck CT can be obtained to
evaluate for metastatic lymphadenopathy.

Cutaneous squamous cell carcinoma

» Given the pattern of spread, concern high for perineural
invasion (PNI)

* PNl occurs through a complex mechanism of tumor cells likely
taking advantage of the unique environment surrounding
nerves’

* Generally, portends a poor prognostic factor

* Signs and symptoms of PNI

* Numbness or tingling, pain, hyper/hypoesthesia, loss of
function/paralysis

Management

* Corneal ulcer
* Cultures taken (no growth)
* Increased frequency of topical antibiotics + lubrication
* Eventually switched to fortifieds due to increased infiltrate after tarsorrhaphy opened
* Temporary partial tarsorrhaphy completed same day

* Squamous cell carcinoma
* Results discussed with managing radiation oncologist
* Referred to oculoplastics given local spread, seen within a few days
* Case discussed at tumor board
* Patient recommended to initiate immunotherapy

1 year later

* Maintained on immunotherapy, Libtayo (cemiplimab-rwlc)

« Tarsorrhaphy remains in place
* No pain or discharge
* (Despite patient request to take down lol)
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Take aways Clinical Exam

* Be thorough
*VAs 20/20 OU

* When things don’t add up, you may be trying the wrong equation
* Don’t assume someone is “already taken care of”

*IOPs  40/22 mmHg
*Pupils No APD

*EOMs Full

* Gonioscopy:
* OD: no angle structures
« 0S:180° anterior trabecular meshwork

* Spectacle Rx:
* OD: +2.00D
* 0S: +3.00D

Case Closed

« Slit lamp
* Mild conjunctival injection OD>0S
* AC and vitreous quiet OU
» CD:0.80D,0.40S

Ultrasound Biomicroscopy

* 45 year old male

. A R - Right eye Left eye
* CC: “eye infection” with redness and irritation OD x 2 months

* Treated with tobramycin-dexamethasone gtts x 1 week (d/c 2 weeks prior)

* Medical history
* Celecoxib for musculoskeletal pain
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Management of acute angle closure

* Gonioscopy!!
* Rule out other causes (ie neovascular glaucoma, inflammation, etc)
* Compression gonio may break attack

* Medication review, especially in young patients

-Yq? s ?
« Topirimate, diuretics (acetazolamide, methazolamide), escitalopram Corne Ya 9 Corne Oh N O 9

Management of acute angle closure Case: Ulcer

* Up to 3 rounds of topical IOP lowering drops, ~15 minutes apart

_— 21 year old female with redness, photophobia, significant pain
* Combination of

and foreign body sensation x 1 day
+ Contact lens wearer (monthly disposable)
* Denies sleeping, swimming, showering in lenses
» She DID keep them in the same solution for a few weeks, thou

* Alpha agonist (ie: brimondine)
* Beta blocker (ie: timolol)
* Carbonic anhydrase inhibitors (ie: dorzolamide)
* May add oral CAl (acetazolamide, two 250mg tablets at once)
» Caution in sickle cell and kidney failure patients
« Can consider pilocarpine 1%*
* Goal: IOP under ~30 in office

Management of acute angle closure Clinical Exam

* Get out of the woods first!
* Maximize medical therapy *\/As 20/40 OD, 20/60 OS sc
« Additional options ’
* AC tap

“ LPI *IOPs  14/16mmHg

* IV hyperosmotics
il ) *Pupils Normal, no APD
» Refer for surgical intervention

« Laser peripheral iridotomy
« Cataract/ lens extraction *EOMs Full

10



Corneal ulcer(s)

* Culture performed

* Medications
* Moxifloxacin g2h
* Cyclopentolate BID-TID
* Valacyclovir 500mg TID

* Culture result?
* Mold (+ fusarium)

o
VO

v 7
VyVv

* Added natamycin 6x/day, stopped antiviral, reduced moxifloxain to QID

until epi defects resolved

Management

Filamentous (Fusarium, Aspergillus)
] Natamycin 5%

& Voriconazole 1%
e —
Ketoconazole 1%

Non-filamentous / Yeast (Candida)
? Natamycin 5%*
'y Ampbhotericin B 0.15%
Voriconazole 1%
* Multifocal with infiltrates ~ Fluconazole 0.2%

* Dendritic borders? Capsofungin 0.5%

* Anterior chamber reaction

s
sl e s

1/18/2026
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Tattoo Induced Uveitis

3+ cell, 2+ flare 3+ cell, 3+ flare, fibrin

* 39 year old Hispanic male
* Chief complaint
* Redness, pain, tearing,
light sensitivity
* Blurred vision x 3 weeks in
both eyes

* Recently diagnosed with

“bacterial conjunctivitis”

* No improvement with
ocufloxacin drops...

Clinical Exam More testing?

*VAs 20/50 OD, 20/70 OS
*|OPs  11/15mmHg
*Pupils Irregular, poorly reactive

*EOMs Full

12
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Review of systems See anything weird?

Me: my back hurts so bad

(+) Some back pain after work Also me:

(+) Coughing, but only with allergies
(-) Joint pain

(-) Oral ulcers, skin rashes

(-) Nausea, diarrt , bloating

(-) Shortness or breath +/- rtion

(-) F or chills

(-) No recent travel / Sick contacts

(-) Known hx of TB

(-) History of STDs

(-) Cats

(-) Recent hospita ons, no IV drug use
(-) Recent trau y

(-) Autoimmun:

T

0 £ =41
fiferon G, FTA, RPR, ANCA, AGE, lysozyme; RF, H:A B27 - _
' T 3 S

£

- A
: redrﬁls‘dlonéa = & < You’re new around here...
* Atropine BID

B L ]
- < Ibuprefen PRN ~;

Over the next month

* Labs return normal
« CBC/iff, Quantiferon G, FTA, RPR, ANCA, ACE, lysozyme, RF, HLA B27

* Next few follow up visits...

VA improved Returns with quite Cellimproved, Inflammation recurs
t0 20/20 OU abit of cell and patient feels aggressively
worse symptoms better
Pred Pred qtlh
decreased Pred increased Pred decreased X
6x/day qlh q2-3h Dermatology consulted: performed punch biopsy

Results revealed granulomatous dermatitis

13
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Tattoo-associated uveitis

« Indurated papules or nodules, scaling, and
itching over tattooed skin

« Skin biopsy reveals noncaseating
granulomatous inflammation !

* Associated with black ink tattoos*

 1-20years after tattooing 2 e | : : N You have some nerve

* Uveitis description
« Bilateral anterior uveitis (80%)
* Panuveitis (20%)?2

Tattoo-associated uveitis + ...Sarcoidosis?

* 36 year old Hispanic male
* Chief complaint
* Sarcoidosis 3 Bl > * Severe eye pain with tearing and photophobia
* Multisystem granulomatous \ ¢ * Started after getting dust in eyes 1 week ago

infl. tory di n L 3 1 . r
Il Gl ) * Has irrigated his eyes multiple times without improvement
* Lungs, liver, lymphatic system, skin, eyes,
etc
* Diagnostic studies < * Medical history
* ACE, serum lysozyme, WBC, serum [/ = ; - .
calcium oy e a \ON * Hypertension
* Hepatic and renal function 5
* Chest Xray, chest CT
* And more

32y0 male with tattoo-associated uveitis before (top) and
after (below) systemic treatment!.

Tattoo-associated uveitis Exam findings

» Treatment! 3 1 - ] VAs  20/150U
* Topical steroids + cycloplegics 3 3 IOPs  13/14 mmhg
* Oral prednisone 3 : Pupils Normal
* Oralimmunomodulatory therapies Py Z : EOMs Full, pain on eye movement
* Resection of tattoo? 3
Anterior
- Our patient 3 & N L * Trace conjunctival injection OU
* Quiet pn methotrexate 15mg/week 2 ! Posterior
* Prednisone 5 mg/day Surgical resection of tattoo, before and after - Normal
* Folic acid supplement daily www.visakhaskinclinic.com
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Bilateral optic neuritis

« Typical AN
* Young, female, unilateral, mild VA reduction,’retrobulhar
« Causes 4
« Isolated episode, multiple sclerosis

* Atypical
« Bilateral, extensive nerve and/or chiasmal involvement, significant nerve edema,
severely reduced vision
 Causes
« Infectious (syphilis, tuberculosis, lyme, bartonella, herpes, HIV)
+ Other demyelinating (Neuromyelitis optica / NMO, Myelin oligodendrocyte glycoprotein /
MOG)

3 days later... Further testing...

* Severe eye pain and photophobia ; [Result  [Study
« Acute vision loss that morning Normal CBC, CMP, ACE, Quantiferon, ANCA, ACE, RPR
Positive FTA
Pending MO (AQP4-IgG)
* Visual acuity: NLP OD, 20/400 OS
* Pupils * Positive treponemal + negative non-treponemal
* Sluggish, minimally reactive OD A 1. Priortreated syphilis

1 2. Untreated syphilis
* No APD appreciable 3. False positive treponemal test

. . * Patient referred for ID consult and treatment for possible
* Bilateral mild nerve edema X neurosyphilis

MOG-IgG disease

MRI brain & orbit w/wo Y L | i o
Bilateral optic neuritis * CNS demyelinating disorder’
Extensive inflammation of . \ « Transverse myelitis
herve She?th * Brainstem encephalitis
(perineuritis) o o
No periventricular white s * Encephalomyelitis
matter lesions 3 * Fever
g 4 * Headache
Vomiting
Paresis
Seizure
Coma

Mental status alteration
Transverse myelitis in MOG-IgG myelitits?

15
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MOG-IgG associated optic neuritis®

* Common presentation'2

* Relapsing disease (80-93%)

* Bilateral optic neuritis (40%)

* Optic nerve edema

* Transverse myelitis, encephalitis can also occur

« Slight female preponderance, teens to 40s

Areal “Pro”

* Treatment strategy

« IV corticosteroids +/- IVIG or plasmaphoresis in

acute phase
* Long term strategy employs immunosuppressives
* Rituximab or mycofenolate mofetil®

». A . . e o
Ba O OUr pa o female with blurred vision and pain OD
4 episode ' O X walnie Eye pain for 1 week, went to urgent care and given “eye pain drop”
ednisone I : \,Ame,OMemdep,e;e,,mwm,mm‘5 Presented to her local ophthalmologist, BCL removed, referred to BPEI ER
on lo 0/400 to NLP o e e O o s o a0 018 0 | Rapid decline in vision with photophobia since 3 days prior

BlEeourses o e Ganglion Cell OU Analysis: Macular Cubs 2001200 OD @@ 05

History
S/p PKP OU, OD 2x with failure of 2" graft at 18 years
s/p SK OD (9/4/19)

s/p Boston Type 1 Keratoprosthesis with PPV and IOL removal right eye
(9/13/23)

q

Back to our patient ’ . ‘ . Right eye:

* 4 episodes of ON in 6 months - - - P . s VA 20/800

* Even while on 60m, 0 T : o F .
prednisone! 1 - : - IOP: palpation wnl

* Vision loss ~20/400 to NLP - y No APD by reverse
* Multiple courses of IV steroids 4

(Above) 30-2 Visual fields at most recent follow up.
+ Current management with Visual acuity is 20/20 OU. 4+ cell posteriorly
IVIG infusion every 4-6 weeks K

* Relapse rate lower than with
rituximab, mycophenolate

mofetilezeiuoEle Don’t get lost in the MOG fog!!

No fundus view

16
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Front Part

Corneal Graft

Back Plate

Locking Ring

102
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Endophthalmitis Management

Signs & Symptoms 0.04% prevalence in US cataract Vitreous tap and inject (vancomycin, ceftazidime)
Anterior chamber reaction surgeries*
Progressive vitritis Acute: <6 weeks
Ciliary flush
Pain

Topical fortified vancomycin, tobramycin 6x/day

Topical prednisolone 2x/day
Delayed / Chronic: >6 weeks

" Usually granulomatous KPs, deposits on IOL
Photophobia e . 1 day follow up: VA 20/80

isi Gram (+) > Gram (=) > fungal
EluedhERD *) () > fung 2 day follow up: VA 20/40 (baseline, great fundus view)

Gram (-) more virulent!
5 day follow up: VA 20/40
No growth from tap

103 106

Endophthalmitis in KPros Outcome

Incidence 1.7% per procedure-year
Recurrence 6% per procedure year Outcome:

44% culture positive 20/40 _
Gram positive 88% 3 (baseline VA)

Risk factors
Intrinsic: chronic steroid use, severe
ocular surface disease, aphakia
Added: History ocular burn, infectious

keratitis, corneal melt, and contact lens
wear*

104 107

Endophthalmitis in KPros

Risk factors
As in our patient, an interface gap between
front optic plate and corneal tissue also
increases risk of endophthalmitis*

Risk reduction strategies

Chronic bandage contact lens wear ‘ Es. Those drusen are a doozy

Prophylactic topical antibiotics
Occasional betadine rinse

105 108
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Medical history

* 74 year old man

* Blurred vision / scotoma OS x 2 weeks

Hypertension
* No pain or photophobia

Diffuse Large B-Cell Lymphoma

» 3 opinion Started with altered mental status
* 1stdoctor: nothing is wrong with eyes S/p chemotherapy
« 2nd doctor: macular degeneration Plan for stem cell transplant...

Prostate Cancer with metastasis to bone
Treated with prostatectomy, hormone therapy

109 112

Mild vitritis noted
0os

74 year old man

Blurred vision / scotoma OS x 2 weeks
No pain or photophobia

3 opinion
1stdoctor: nothing is wrong with eyes
2nd doctor: macular degeneration

110 113

Ophthalmic Vitals

VA 20/25 0D, 20/60 OS
17/15mmHg

Normal, no APD

Full, no diplopia

111 114
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Patient was referred to ophthalmic oncology

They felt highly suspicious for vitreoretinal lymphoma
Exam findings
History of CNS lymphoma
Time course

Opted for intravitreal chemotherapy (methotrexate)

115 118

1 mo follow up

S/p 1 intravitreal methotrexate injection
Rare subretinal lesions
VA improved from 20/60 to 20/25!

116 119

Vitritis + subretinal deposits? 2 mo follow up

S/p 2 intravitreal methotrexate injections
No subretinal lesions
VA stable at 20/25

Infectious
Syphilis
Tuberculosis (usually granulomas / choroidal lesions)
Endogenous endophthalmitis

Inflammatory
Sarcoidosis (usually granulomas / choroidal lesions)
“White dot syndromes”

Neoplastic
Lymphoma

117 120
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3 month follow up 71 year old male with blurred vision OD

Patient cleared for and
underwent bone marrow
transplant

VA stable at 20/20
Follows q3 months

121 124

. }'
Ophthalmic lymphoma 6 : 6 \ - 85y0 man

Orbital lymphoma EX. A - Sudden loss of vision superonasal quadrant OS x1 day
— -
Conjunctival lymphoma | %
Intraocular lymphoma : - Med Hx:
Primary vitreoretinal lymphoma )

Secondary intraocular lymphoma
Primary uveal lymphoma

- Hx atrial fibrillation

- S/p mitral valve repair and Watchman procedure 2001
- S/p AV node ablation, cardiac pacemaker 2023

- Currently on clopidogrel (Plavix) + ASA

+ Taken off rivaroxaban (Xarelto) after severe bleeding/epistaxis (nasal) 2024

122 125

73 ldf le with blurred vision OU
year old female wi urred vision Ophthalmic Vitals

VA 20/20 OD, 20/20 OS

IOP 16/15mmHg

Pupils Normal, no APD

EOMs Full

123 126
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127

128 131

‘AngioPlex - Superficial

CT cardiac revealed leakage
from Watchman device with
possible thrombus

MRI brain revealed multiple
punctate embolic infarcts
Patient was started on
apixaban and rosuvastatin

129 132
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Embolic

« Is this acute or not?

* Based on Last Known Well (LKW) time
* tPAwindow: 4.5 hours
* Acute: 24 hours
* Limb ischemia: <2 weeks (?)

* <24 hours, stroke protocol is activated

* [f >24 hours w/stable ABCs, TIA (resolved symptoms)
« Vitals + labs, consider CT head and EKG at discretion of physician on call

133 136

Stroke Protocol (example)

* Eval by triage nurse (immediately upon arrival)
* Eval by ED physician (within 10 minutes)
* Vitals + labs
* BP, glucose, CBC, INR, PTT, troponin, BMP
* CT head w/o contrast (within 20 minutes)
* 12-lead EKG (within 45 minutes)

* Stroke team eval within 30 minutes
* NIHSS (MDcalc.com)

134

ABCD? Score for TIA

When to send?

* If within 24 hours of RAO/VF loss (not
otherwise explained)...
* Send to ED immediately

* If over 24 hours onset...

* Consider expedited workup within 1 week

* Don’t forget about GCA labs (not part of
stroke work up)

0
* If you see an emboli, but patient is D e e
asymptomatic... e
* Consider expedited workup within 1 week

135
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